. During the whole study the same two sphygmomanometers were used. With the subject seated, the right arm was used to measure blood pressure and pulse rate. Blood pressure was determined twice within a five minute period. Whenever obesity was apparent a large arm cuff was used. The blood pressure was read to the nearest 2 mmHg. The mean systolic and diastolic blood pressure was calculated from the two readings.
economic group (8-8%) . When adjusted for body weight, the mean (SEM) difference in systolic blood pressure between the highest and lowest socioeconomic classes was 5 83 mmHg WHO criteria were used to determine hypertension -that is a systolic blood pressure > 160 mmHg or diastolic blood pressure > 95 mmHg, or both. 20 The following determinants of hypertension were assessed: age, body weight, pulse rate, salt intake, meat intake, and socioeconomic status. Body weight was recorded with the subject standing on a weighing scale without support and with minimal clothing. Body height was not recorded; however, several studies have shown that body weight and body mass index are independent determinants of blood pressure.2122 Since these rural people prepare all their food themselves from the basic ingredients, the intake of salt could be estimated from that added during cooking. The prevalence of hypertension was significantly (p<0001) higher in rich people (22-5%) than poor (8-8%). As is shown in table 4, the mean systolic and diastolic blood pressures differed considerably between these groups. Table 4 also indicates that body weight was to be the only measured determinant of blood pressure significantly different between the socioeconomic groups. Correction for body weight resulted in a reduction of the difference in systolic blood pressure between the highest and lowest socioeconomic groups to 5 83 (1 63) mmHg.
Additional analysis, including an indicator for vegetarians and non-vegetarians, did not show a significant difference in systolic or diastolic blood pressure. As this study has indicated, the blood pressure differences between high and low socioeconomic class were considerably reduced after statistical adjustment for body weight. Unfortunately, being obese is still a deeply rooted status symbol in these rural areas and it might be a challenge for the local health services to try to change this attitude. It has been determined that there are populations in which salt intake correlates well with hypertension, for example American blacks.4' It may be important to obtain information on this in these Indian population groups. Further studies may assess whether a reduction in salt intake results in a fall in the prevalence of hypertension in south Indian populations.
From this study we conclude that the prevalence of hypertension in this south Indian community increases with age, body weight, heart rate, and socioeconomic status. On the whole it is not yet as important a health problem as it is in western societies. The prevalence of hypertension is, however, likely to increase when improvement in medical care increases life expectancy and economic changes improve the socioeconomic standing. With respect to the latter, obesity and increases in body weight appear to be important mediators of an increase in blood pressure levels.
